Pancreatic and duodenal injuries occur with a frequency of 3 to 5% of all abdominal injuries. Penetrating injuries account for 70-80% of these injuries.
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Duodenal and Pancreatic Injuries Complex and Lethal Injuries
injuries are the rule rather than the exception. The most frequently injured organs found in association with duodenal and pancreatic injuries include the liver-18%, stomach-16%, small bowel and colon-10%, spleen-11%, and vascular injuries, which breakdown into venous-10%, arterial-7%.
The most frequent site of duodenal injury is the second portion-33%, followed by third and fourth portions-20%, while the first portion is the least frequently injured -14%. Multiple injuries occur in-14% of the cases. The most frequent anatomical site of pancreatic injury is the head and neck-37%, followed by the body-36%, the least injured is the tail-26%. Multiple sites occur with the frequency of 3%.
IV. Diagnosis
The diagnosis of pancreatic and duodenal injuries requires a Diagnostic peritoneal lavage may be positive in a high number of patients, however it's positivity is due to associated intraperitoneal injuries, as the duodenum and pancreas are retroperitoneal organs.
MRI has been described as a diagnostic tool, but remains unproven.
ERCP can be used preoperatively to identify the presence of a pancreatic ductal disruption. This has been reported infrequently. Its use in the acute stage is not feasible.
V. Management
All trauma patients should be evaluated and resuscitated per ATLS 43. Trauma victims often ingest a lot of this prior to injury 44. Enzyme stored in kidneys 46. Approximation of time to elapse before a trauma patient is brought in to the ED by pre-hospital personnel 48. Intravenous (abbrev.) 49. GOMERS often look like these after spending the night in ED 52. To take a trauma patient from one place to another 53. Sign of referred left shoulder pain associated with splenic rupture DOWN 1. The assessment of trauma patient which takes place after the ABC's are stabilized 2. In the direction of 3. Tender, soft; also one of the meninges 4. Sticky substance difficult to remove from a burns victim 5. Shown in incomplete spinal cord injury where the patient retains perianal sensation, anal sphincter tone and great toe flexor activity 6. Navicular bones are found in these 7. A surgeon does this to a depressed zygomatic fracture 8. Receptor for pain from tissue damage 9. For investigation (abbrev.) 10. Computer file extension 11. Largest collection of reticuloendothelial cells in the body 14. To pull forcibly, say, on a limb to reduce a fracture or dislocation 16. On examination (abbrev.) 18. Refusal (eg to be examined following trauma) 22. To put a knot in a suture 24. Dens 25. We, the trauma team 26. Necessary to promote the formation of prothrombin, factor VII, factor IX and factor X 27. Enrolled Nurse (abbrev.) 30. Prior to motor vehicles, these were used to help transport trauma victims from the scene to a hospital / infirmary 31. For the purpose of anatomical description, the neck is described as having three of these ( 
Outcome
The patient is in that grey area between stability and instability with the potential to have lost up to 1.5 L of blood. He is probably hypotensive and has a pulse of 100/m. The following offers a safe approach to management -• Assume there is significant bleeding • Assume there is a viscus perforation • Remember about the kidneys (especially the other one!) Early (<45min) transfer to theatre is important. The approach I would recommend is -• GA, preping the patient from neck to groin • Laparoscopy set up • Digital exploration and if there is entry to peritoneal cavity then immediate laparotomy rather than proceeding with laparoscopy. If there is no obvious tract into the peritoneal cavity on digital exploration then proceed with laparoscopy. This will prevent 30% of negative laparotomies as 30% of these stab wound end in the abdominal wall. DPL can be used, remember the value for a positive red cell count is 10,000/mm 3 not 100,000/mm 3 used in blunt trauma. FAST will tell you if there is free fluid but will not identify a viscus injury. CT 
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Review of last issue's case of the Month
By Helen Cameron Elective Trauma Student, Edinburgh, UK 
VI. Mortality
Duodenal and pancreatic injuries carry a significant mortality rate, ranging from 5-30% and 5-55% respectively. Most intraoperative deaths are caused by exsanguination from associated vascular injuries, and during the first 24 hours by hemorrhagic shock, prolonged bleeding, hypothermia, coagulopathy, and the sequelae of massive blood replacement. Late mortality can generally be attributed to the duodenal or pancreatic injury itself and associated complications such as sepsis, fistulas and multiple systems organ failure.
VII. Morbidity
Approximately 64% of all duodenal injury cases will experience complications, primarily duodenal fistula formation resulting from 
VIII. Conclusions
-Duodenal and pancreatic injuries are uncommon and difficult to manage.
-The trauma surgeon must possess a vast surgical armamentarium and be an expert operator to deal with these injuries. In this study the authors sent a questionnaire to all North American neurosurgeons in an effort to quantify changes that had evolved during the early and mid-1990's in the management of patients with traumatic brain injury. The Brain Trauma Foundation published Guidelines for the Management of Severe Head Injury in 1995 so it is reasonable to expect that this may have affected management of this patient population. Forty percent of the questionnaires were returned for a total of 1,262. Of those neurosurgeons who returned the questionnaire, 44% felt that severely head injured patients should be treated at a level I trauma center, 52% felt that a neurosurgeon should be in-house at a level I trauma center and 83% reported that they would use intracranial pressure (ICP) monitoring for patients severe head injuries. Forty-eight percent of respondents would use a transducer tip with a white matter probe for ICP monitoring. The greatest consensus among neurosurgeons regarded maintaining the cerebral perfusion pressure greater than 70 mm Hg; 97% agreed that that was a part of their management strategy. Significant changes occurred in the use of ventriculostomy (from 72% to 50%), prophylactic hyperventilation (from 83% to 36%), steroids (from 64% to 19%) and the use of ICP monitoring (from 83% to 40%). The authors compare their results to the results of a telephone interview of randomly selected major trauma centers published by Ghajar et al. These interviews were conducted with nurse managers, clinical specialists and staff nurses. This may be a limitation of the present study. It would have been more appropriate to compare neurosurgeon responses to neurosurgeon responses, or nurse to nurse. The results remain useful, however, as they demonstrate broad trends in the care of severe brain injury. It seems that the current management strategy is aimed at optimizing cerebral perfusion by maintaining CPP > 70 mm Hg and refraining from enthusiastic hyperventilation, which can compromise cerebral perfusion. The authors report on their experience with prone ventilation in nine acutely injured patients with acute respiratory distress syndrome (ARDS). Prone ventilation has been reported to benefit ventilated patients with ARDS by shifting the fluid load away from the more dependant posterior-inferior regions of the lung. Alveolar recruitment can be optimized and oxygenation improved. Offner et al. report on patients with injuries due to blunt trauma who had ARDS as defined by acute bilateral infiltrates on chest x-ray, a PaO2/FiO2 ratio of <200 and no evidence of left atrial hypertension (defined as a pulmonary artery occlusion pressure less than eight-teen).
Patients included in the study had failed standard treatment for ARDS. This included assist control ventilation during resuscitation titrated to a PaCO2 of 35-40 and a pH of 7. It is important to note that this trial involved euvolemic patients after initial treatment up to 72 hours after admission to ICU. The finding that a "cut off" Hb concentration of 70g/L was acceptable may not be applicable to "the golden hour" or subsequent hours till full stability is reached. In other words, these patients were post resuscitation.
Although Ramer refers to this in her last paragraph ("only those patients who are euvolemic, not actively bleeding" etc) it would have been best to point this out where the paper by Herbert et al is first quoted, as the implication is that the paper is directly applicable to trauma resuscitation. 
